###### Practice points

-   Lung cancer is the most common form of cancer diagnosed worldwide, still with a relatively poor survival rate.

-   Lung cancer has a high rate of occurrence of post-treatment distant metastasis.

-   Tumor cell entry into the vasculature part of the metastatic process may sometimes be influenced by therapeutic interventions.

-   The presence and properties of circulating tumor cells (CTCs) during and after cancer treatment may have prognostic implications, not only for tumor response, but also for the development of metastasis and overall survival.

-   We review current methodologies of CTC isolation and *ex vivo* propagation.

-   Observational clinical trials are required to serially monitor CTC numbers and characteristics during and after cancer treatment and to correlate these changes with imaging and clinical findings to better understand their significance.

Curative-intent treatment for non-small-cell lung cancer {#S0001}
========================================================

Lung cancer is the most commonly diagnosed cancer worldwide, with one in 18 men and one in 51 women diagnosed with lung cancer before the age of 80 \[[@B1]\]. Each year over 1.6 million people are diagnosed with lung cancer and due to the poor survival rates a similar number die from the disease \[[@B2],[@B3]\], the majority of these in the developing world.

Surgery is the standard treatment for resectable stage I and II non-small-cell lung cancer (NSCLC) with 5-year survival rates of 60--80% and 30--50% reported for stage I and II NSCLC, respectively \[[@B4]\]. Adjuvant chemotherapy can modestly improve outcomes in stage II disease. Medically unresectable stage I disease can be very effectively treated with stereotactic ablative body radiation therapy (SABR). For most patients with stage IIIA and IIIB disease, with disease encompassable within a tolerable radiation treatment volume, the most effective management is concurrent chemoradiation with curative intent. Management of stage IIIA patients with resectable N2 disease remains controversial. A combination of chemotherapy and radiotherapy (ChemoRT), or surgical resection (lobectomy and nodal dissection) after neoadjuvant chemotherapy or ChemoRT can all be effective.

The widely used radiotherapy (RT) fractionation schedule for locoregionally advanced NSCLC of 60 Gy in 30 fractions in 6 weeks became established after a trial comparing different doses was reported by Perez *et al*. \[[@B5]\]. This dose achieved lower local failure rates than continuous RT fractionation to 40 or 50 Gy, or 40 Gy delivered in split-course fractionation. A conventionally fractionated dose of approximately 60 Gy, combined with platinum-based chemotherapy, is effectively a standard of care, especially since the RTOG 0617 trial showed worse outcomes in patients treated to the higher dose of 74 Gy \[[@B6],[@B7]\]. Hyperfractionation, whereby a larger number of lower-dose fractions are applied to a similar total dose of conventional RT, has also been employed. In a randomized clinical trial \[[@B8]\] treatment with 1.2 Gy fractions delivered twice daily to a total of 69.6 Gy was compared with conventional RT and conventional chemoradiation. ChemoRT gave the greatest 1-year survival rates (60%) when compared with conventional and hyperfractionated RT (46 and 51%, respectively, although long-term survival was similar). The results of ChemoRT have improved over the years with the adoption of concurrent platinum-based chemotherapy and the widespread adoption of ^18^F-fluorodeoxyglucose PET (FDG-PET) scanning for staging, patient selection and RT treatment planning. A further exciting development is the enormous improvement in progression-free survival that was recently reported with immunotherapy with darvalumab in patients who obtained a response to ChemoRT for NSCLC \[[@B9]\].

SABR is becoming increasingly used for patients with unresectable stage I primary tumors and oliogometastasis. This modality employs extremely high doses of radiation delivered to the primary tumor with steep-dose gradients from normal tissues, thereby maximizing tumor control and minimizing normal tissue toxicity \[[@B10]\]. A frequently used treatment schedule is 54 Gy in three fractions of 18 Gy. Many retrospective studies and preliminary results of randomized trials indicate that for unresectable stage I NSCLC patients, the application of SABR achieves better rates of overall survival and local control \[[@B11]\].

The overall poor 5-year survival rate of patients with NSCLC, of around 15% is due, in part, to the high rate of distant metastasis either at presentation or after therapy \[[@B14],[@B15]\]. Distant metastasis can occur even after treatment has achieved local control \[[@B16],[@B17]\]. Metastasis occurring after local control could be due to the growth of micrometastases already present before the start of curative-intent treatment. Indeed, disseminated tumor cells have been detected even in patients with premalignant breast ductal carcinoma *in situ* prior to the administration of any treatment \[[@B18],[@B19]\]. Metastasis may also arise from uncontrolled locoregional disease. Tumor manipulation, or incomplete tumor resection before RT can also play a role \[[@B20],[@B21]\]. A further possibility is that treatment itself may in some cases be responsible for the initiation of distant metastasis by inducing tumor cell dissemination through the disruption of primary tumor architecture and/or selecting for, or activating a more aggressive circulating tumor cell (CTC) phenotype \[[@B22]\].

Metastasis & circulating tumor cells {#S0002}
------------------------------------

Metastasis is a multistep process whereby cells within a primary tumor must escape from the tumor bulk, either by loss of cell--cell adhesion, physical disruption of the tumor and/or acquisition of increasing motility and invasive properties \[[@B25]\]. Shed tumor cells must then be able to enter the circulation, becoming CTCs, and survive until being able to extravasate into distant tissues before they have the opportunity to colonize a new site. Metastasis is an extremely inefficient process with each CTC having an extremely small probability of seeding a distant metastatic lesion \[[@B26]\]. However, this selection pressure increases the chance that disseminated tumor cells exhibit more aggressive phenotypes, having already evaded or resisted a number of defense mechanisms \[[@B27],[@B28]\].

The collection of CTCs from the systemic circulation as a liquid biopsy is an alternative to an invasive biopsy of a single tumor location, and is considered a promising tool to examine tumor phenotype, act as a real-time biomarker, test for the presence of therapeutic targets, study treatment resistance and to increase our understanding of disease progression, metastasis, intratumor heterogeneity and cancer stem cells \[[@B29],[@B30]\].

### CTCs & prognostic significance {#S0003}

Several studies have evaluated the strength of CTCs as prognostic markers both in metastatic and nonmetastatic disease. In the earliest studies, a simple cut-off of greater than five CTCs isolated from 7.5 ml of peripheral blood correlated with worse progression-free survival and overall survival in studies of metastatic breast \[[@B31]\] and prostate cancer \[[@B32]\]. Evaluating CTC numbers over time in metastatic breast cancer patients showed that increased baseline CTC numbers correlated with a higher number of positive lymph nodes and increased probability of bone metastasis at baseline, and ultimately also with poor progression-free survival \[[@B33]\]. In fact, patients with greater than five CTCs per 7.5 ml blood at the final blood draw had a hazard ratio of 5.3 for progression-free survival compared with those with lower CTC count when included in a multivariate analysis including number of metastatic sites and positive lymph nodes. In subsequent studies, decreases in overall survival for NSCLC patients were also seen in those with greater than five CTCs per 7.5 ml blood \[[@B34]\]. A decrease in CTC count after treatment in patients with advanced NSCLC correlated with treatment response by conventional imaging, and greater progression-free survival \[[@B35]\]. The number of NSCLC patients which were CTC-positive 1 month after surgery was around half of that before surgery, while the presence of CTCs postsurgery identified NSCLC patients at risk of early disease recurrence and shorter disease-free survival \[[@B36]\].

### CTCs & tumor heterogeneity {#S0004}

A major difficulty in the treatment of NSCLC (and indeed most cancer types) is tumor heterogeneity \[[@B37]\], where distinct phenotypic differences can be observed between different cancer cells within same tumor or between different tumor sites. The cause of this variability is thought to be an interaction between two processes: cancer stem cell maintenance and clonal evolution; the exact mechanisms involved in these processes have been reviewed extensively \[[@B38]\]. Tumor heterogeneity ultimately results in treatment resistance \[[@B42]\] due to the initial death of treatment-sensitive clones followed by repopulation from treatment-resistant clones. Methods such as genetic barcoding and red-green-blue marking have been used to track cell clonality after drug or radiation treatment of virally transduced cells to improve understanding of tumor heterogeneity and its relationship with treatment resistance \[[@B43]\]. Conceivably, such technologies could be useful for studying treatment resistance in patient-derived CTCs, where capturing the tumor cells shed into the circulation may give a better representation of tumor heterogeneity from all tumor sites than a single biopsy sample.

Change of CTC properties: epithelial--mesenchymal transition {#S0005}
------------------------------------------------------------

Epithelial--mesenchymal transition (EMT) is a normal process in particular cells types during embryonic development, but which can occur promiscuously to enhance the migratory capacity and invasiveness of tumor cells \[[@B47]\]. EMT-like changes, including EMT transcription factor expression and E-cadherin loss, have been observed following irradiation in a hepatocellular carcinoma (HCC) cell line and a HCC mouse model \[[@B48]\]. Colorectal carcinoma cell lines exposed to 5 Gy irradiation also show EMT-like changes, such as loss of cell polarity, induction of a spindle-like morphology as well as increased motility and invasiveness \[[@B49]\], with some evidence of corresponding EMT-like gene expression changes in pre- and post-RT tumor biopsy samples in colorectal cancer patients. Similar results were observed in a rat glioma xenograft model \[[@B50]\]. The surviving cells from NSCLC cell lines irradiated with 5 Gy demonstrated increased ability to be cultured as 3D spheroids \[[@B51]\], often used as a marker for stemness and considered an indicator of tumor-forming potential \[[@B52]\], with EMT known to overlap with features that define CSCs \[[@B53]\]. Other work with irradiated NSCLC cells in both cell and animal models has added further evidence of radiation-induced EMT-like changes \[[@B56]\], in this case mediated by autocrine release of G-CSF and induction of the JAK/STAT signaling pathway. EMT can also be induced by TGF-β signaling and mediated by matrix metalloproteinases responsible for the degradation of extracellular matrix proteins \[[@B57]\].

Although RT is indispensable in the attempt to control or eradicate primary NSCLC tumors, it might have the collateral effect of enhancing the metastatic potential of tumor cells shed from the primary lesion. Understanding the effect of RT on tumor cells and CTCs, and on metastasis in general, can assist in developing more effective personalized treatment and reducing the incidence of metastatic spread \[[@B58]\]. It should be also mentioned that other tumor interventions, such as tumor biopsy \[[@B59],[@B60]\], surgical trauma \[[@B61],[@B62]\] and chemotherapy \[[@B63]\] can also promote EMT and tumor cell migratory capacities.

Isolation of CTCs from patients {#S0006}
-------------------------------

### Identifying CTCs {#S0007}

CTC immunophenotypes can include a mixture of exclusion markers, candidate markers, tumor hallmarks or patient-specific markers (listed from least to most specific). The simplest criteria are the exclusion markers, most notably the pan-hematopoietic cell-surface marker CD45, but also including CD2, CD16, CD19, CD36, CD38, CD66b, CD163 and CD235a \[[@B66],[@B67]\]. The presence of any of these markers might be considered to denote the cell as blood- or bone marrow-derived, and thus not considered further as a potential CTC \[[@B68]\]. Candidate markers, most notably EpCAM and the intermediate filament proteins of the keratin family, are highly suggestive of epithelial origin and thus their presence is often considered a minimal criterion for consideration as a CTC. Tumor hallmarks can include further markers that are associated with the tumor phenotype of interest and uncommon in healthy donor blood cells and may include EGFR or HER2 expression \[[@B69]\], or telomerase activity \[[@B70]\]. These markers may help to find candidate CTCs, but might not form part of the definitive criteria. Patient-specific markers can include specific chromosomal rearrangements (detected by *in situ* hybridization) \[[@B71]\], mutant protein forms or biopsy-confirmed upregulated markers (such as PDL-1). Such markers are often impractical for initial screening, but might be used to validate suspected CTCs.

As the result of studies conducted by Racila *et al*. \[[@B72]\], Kagan *et al*. \[[@B73]\] and the consensus of various working groups, such as reported by van de Stolpe *et al*. \[[@B74]\], CTCs are typically defined as EpCAM and/or cytokeratin-positive, CD45-negative, DAPI-positive cells. However, heterogeneity between expression levels of many genes within CTCs, even within samples derived from a single patient, has been shown to be quite large suggesting that there may not be a 'one size fits all' approach to identifying and characterizing CTCs \[[@B75]\], and may cause underestimates of CTC numbers. There is recognition that such a definition may ignore relevant cells that are not yet sufficiently characterized. Where keratin expression is suspected to be reduced or lost, several tumor hallmarks or patient-specific tumor markers might be required instead to justify their inclusion. Despite their promise, CTCs are rare within the blood and thus several hurdles must be overcome for CTC isolation and manipulation.

### Isolation based on biological properties {#S0008}

Positive selection for CTCs is usually performed using antibodies to CTC cell-surface markers \[[@B76]\]. Currently, the only method of enriching and detecting CTCs which is US FDA-approved for diagnostic use is the CellSearch CTC test system \[[@B76]\]. In this system, potential CTCs are enriched based on EpCAM expression, then imaged for expression of CD45 and cytokeratin. Positive selection approaches such as these risk incomplete capture of EpCAM-positive CTCs or loss of EpCAM-negative CTCs. We have shown that when CTCs were isolated from palliatively treated NSCLC patients via Ficoll density gradient centrifugation and enumerated by a manual operator counting CK+/CD45-/DAPI+ events, multiple CTCs were enumerated \[[@B22]\] while the CellSearch system only detected between 0--4 CTCs. However, positive selection methods can reduce the risk of detecting false-positive events by adding additional selection criteria.

Negative selection methods work by depleting the surrounding blood cells, and do not rely on CTC marker expression. The ubiquitous expression of CD45 across all hematopoietic cells makes it a useful candidate for antibody-mediated depletion and as such is the most utilized marker for this purpose \[[@B77]\]. Technologies building on this approach include the RosetteSep CTC enrichment cocktails \[[@B78]\]. These are a mixture of tetrameric antibody complexes that recognize cell-surface antigens on white blood cells and glycophorin A on erythrocytes and crosslink these cells together. These immunorosettes are depleted by density gradient centrifugation, a method shown to recover more than half of the tumor cells spiked into normal blood \[[@B79],[@B80]\]. Immunomagnetic techniques employ similar antibody cocktails \[[@B81]\], except here unwanted cells are labeled with antibodies cross-linked to magnetic nanobeads and depleted using a magnetic field, with similar recovery of spiked tumor cells \[[@B82],[@B83]\].

Isolation based on physical properties {#S0009}
--------------------------------------

The physical differences of tumor cells from surrounding peripheral blood cells (deformability, size and conductivity or dielectricity) are exploited in several physical separation platforms \[[@B77]\].

Density gradient centrifugation is an inexpensive method of CTC enrichment. Blood is layered on a commercial modified polysaccharide solution and mononucleated cells become separated from red blood cells and granulocytes after centrifugation. Instead of using existing density gradient medium used for routine blood separation, customized media have been developed such as Oncoquick \[[@B84]\], to exploit the physical characteristics of tumor cells. These approaches all represent only limited enrichment of CTCs, and can provide high yields but only low purity \[[@B85],[@B86]\], making the choice of downstream application important for the selection of an optimal method.

Microfiltration methods enrich CTCs on the principle that tumor cells are generally larger than the normal cells of the surrounding peripheral blood \[[@B87],[@B88]\]. The original isolation of epithelial tumor cells technique (ISET) used a polycarbonate filter containing 8 μm pores to enrich CTCs from whole blood of HCC patients \[[@B89]\]. Since then, porous filters have been used to isolate CTCs in patients with various other cancers including NSCLC \[[@B90]\]. In one study, the use of ISET for CTC enrichment in metastatic breast, prostate and lung cancer outperformed the CellSearch platform \[[@B91]\], as have other similar filtration techniques \[[@B92],[@B93]\]. The speed and high throughput of microfiltration techniques allows for rapid CTC enrichment. However, the degree of yield and enrichment is variable, and pressure/vacuum forces may affect cell viability and downstream processing \[[@B94],[@B95]\].

Microfluidic approaches allow tumor cells which differ in size and deformability from normal peripheral blood cells to be enriched in channels which exploit fluid dynamics. Small pillars of differing size and shape, or crescent shaped traps within microfluidic chambers have been used to effectively isolate tumor cells from whole blood \[[@B96]\], as has a microfluidic approach using inertial focusing of larger tumor cells within a curvilinear channel \[[@B97]\]. Microfluidic approaches offer very high purity and very little disturbance of CTCs; however, these approaches can be limited in their throughput and require long processing times. A dielectrophoretic field-flow fractionation technique which separates cells based on size and/or electrical properties \[[@B98]\] shows promise, but currently the cells must still first undergo gradient centrifugation.

Propagation of CTCs {#S0010}
-------------------

The propagation of CTCs would allow expansion of cell numbers for further analysis and research. The *in vivo* propagation of CTCs using immunocompromised mice as vehicles is an approach to generate preclinical models for the study of patient tumors \[[@B99]\]. CTCs isolated from breast cancer patients injected directly into mouse femurs, later formed metastases in the liver, lung and bone of the mice \[[@B100]\]. In a later study, CTCs isolated from the blood of small-cell lung cancer patients were injected into immunocompromised mice which formed tumors at the site of injection \[[@B101]\]. Analysis of these xenografts showed the response to etoposide, and platinum therapy closely reflected patient overall survival.

The *ex vivo* culture of CTCs allows higher throughput and more thorough functional analysis than can be achieved in animal models. An early study described a method for isolating and culturing CTCs derived from xenografts generated from immortalized mammary tumor cells intravenously injected into mice and then recovered from the blood \[[@B102]\]. These CTCs were expanded short-term in standard cell culture medium containing fetal calf serum, demonstrating both the viability and *in vitro* proliferative capacity of rare CTCs isolated from the blood. Similar results were found using the same culture conditions in a later study \[[@B103]\], where cells from a lung cancer cell line (H460) were orthotopically implanted into mice and tumor-derived CTCs were re-isolated and cultured. These cultures exhibited a 12-h doubling time along with abnormal mitotic divisions (single cells dividing into three daughter cells). Using these same culture conditions, short-term cultures were established from patient-derived CTCs of prostate, esophageal, mesothelioma and urinary bladder cancer patients \[[@B104]\].

The establishment of long-term stable cultures has only been achieved in a handful of studies. CTCs isolated from metastatic luminal breast cancer patients senesced in culture after only several cell divisions when cultured under attached conditions in serum-containing medium \[[@B108]\]. Long-term CTC cultures were established from six of 35 patients when CTCs were cultured under hypoxic conditions as spheroids in serum-free media containing EGF and FGF supplements. More complex serum-free media have since been used to culture CTCs *ex vivo* \[[@B109],[@B110]\]. A prostate cancer CTC line grown as organoids for over 9 months *in vitro* later formed tumors when implanted in mice \[[@B109]\]. In this cell line, 67% of the mutations detected were consistent with mutations that were identified within patient lymph node biopsies. The first permanent colon cancer CTC line was established by Cayrefourcq *et al*. \[[@B111]\] from two metastatic colorectal adenocarcinoma patients with CTC count of \>300/10 ml blood. A 3D co-culture technique whereby CTCs isolated from patients using a microfluidic chip were cultured *in situ* on the capture device alongside green fluoroscent protein (GFP)-labeled cancer-associated fibroblasts, with collagen I and reconstituted basement membrane (Matrigel, NY, USA) \[[@B112]\]. Genetic sequencing was performed on the established CTC cultures allowing mutational landscape comparison with the primary tumor from which they arose. It has so far proven difficult to establish cell lines from CTCs of NSCLC patients but more success has been obtained with small-cell lung cancer \[[@B101]\].

Possible significance of CTCs in NSCLC {#S0011}
--------------------------------------

While it is clear that the presence and number of CTCs and CTC clusters before and after treatment for lung cancer can have prognostic significance \[[@B113]\], it has not been conclusively established that mobilization of CTCs at the time of treatment independently affects outcomes in humans with cancer. Nevertheless, there has long been concern in the surgical community that CTC release during and after cancer surgery could be associated with increased rates of metastatic disease and ways to counteract this risk is actively being explored \[[@B114]\]. A wide spectrum of interventions ranging from tumor manipulation and biopsy to radical resection has been shown to be capable of increasing CTC count. Other events than CTC release at the time of surgery may also influence the risk of future metastasis, including anesthetic technique (inhalational vs intravenous) and the administration of various medications in the perioperative period \[[@B115]\]. Preclinical models of the effects of surgery on metastasis were described by Demicheli and colleagues \[[@B116]\], who concluded that resection was capable of affecting metastasis either positively or negatively depending on the circumstances. Folkman reported that antiangiogenic proteins such as angiostatin and endostatin, released from the primary tumor, could prevent the progression of distant metastatic lesions \[[@B117]\]. Resection of the primary tumor removed a brake on angiogenesis, thereby accelerating metastasis. Core needle biopsy was shown to induce distant metastasis in a preclinical system, probably due to cytokine release \[[@B59]\].

The effects of surgery on CTCs in patients with cancer have been most extensively studied in colorectal cancer \[[@B118]\]. However, there is a limited but growing surgical literature on lung cancer CTCs. Studies have shown increased levels of CTCs at the time of surgery and have demonstrated that surgical technique may influence this phenomenon. Both open and video-assisted surgical techniques are associated with increased CTC count in NSCLC \[[@B119]\]. It was reported by Hashimoto and colleagues that, on average, a significant increase in CTCs could be detected in the pulmonary veins in 30 patients undergoing lobectomy for NSCLC \[[@B120]\]. Dong and colleagues collected pulmonary venous blood in 31 NSCLC patients during open thoracic surgery. CTCs were found in 48% of patients and median survival and 2-year survival rates for patients with and without CTCs were 11 versus 27 months, and 26.7 versus 62.5%, respectively \[[@B121]\]. Li and colleagues \[[@B122]\] have suggested that 'no touch' techniques, such as those pioneered in colorectal and pancreatic surgery, may be able to play a role in lung cancer surgery and proposed that the approach of ligating the pulmonary veins first in video-assisted thoracoscopic lobectomy (VATS) may in part explain the superior outcomes observed with VATS compared with open resections. Data supporting this contention were reported by Huang and colleagues who studied 43 lung cancer patients treated with VATS resections and 36 who underwent conventional lobectomy, concluding that a *"smaller increase in CTCs was seen in patients treated with VATS lobectomy than in patients treated with conventional thoracotomy"* \[[@B123]\]. Further research is required to elucidate relationships, if any exist, between these phenomena and long term outcomes.

There is an extensive body of work in animal tumor models where investigations of correlations between local irradiation of cancers and later development of metastasis have been studied. Depending on the model and the dose and fractionation of RT, the risk of distant metastasis may increase or decrease with local RT compared with resection alone or observation (discussed in \[[@B23],[@B24]\]). RT can increase the number of CTCs in some tumor models and can lead to the development of EMT in local tumors and CTCs and to metastases with EMT characteristics. Recently, using a real-time flow cytometry platform, Koonce *et al*. \[[@B124]\] showed that radiation, as well as nanodrug treatment triggered short-term release of CTC from the primary tumor in a mouse model. However, this release was not associated with metastasis; moreover, RT alone lead to reduction of metastasis.

The investigation of RT-associated changes in CTC numbers has only just commenced in humans with cancer in general and lung cancer in particular. Our group, as discussed above, found that in patients with more advanced NSCLC, treated with large palliative RT fractions, CTC numbers increase, including CTC clusters, in the days after commencement of treatment \[[@B22]\]. Many of these CTCs had evidence of high levels of DNA damage as detected by the γH2AX assay, consistent with their presence within the radiation field before shedding into the circulation. About half of patients treated with curative intent were also observed to have an increase in CTC count. The potential of systemic therapy to mobilize CTCs has not yet been systematically investigated but there is emerging evidence from animal models that CTCs can be mobilized from murine tumors in the days after immediately commencing chemotherapy \[[@B125]\]. In an historic study of the use of chemotherapy and G-CSF to mobilize hematopoietic stem cells prior to autologous stem cell transplantation for breast or lung cancer, increases in CTCs were observed in a high proportion of cases in the days after commencement of treatment \[[@B126]\].

Conclusion {#S0012}
==========

The significance of the mobilization of CTCs by cancer therapy in patients with solid tumors is currently unknown. Clinical trials currently in progress, in which CTC numbers and characteristics are serially monitored and subsequently correlated with imaging and clinical findings, may provide the answer to this question. If CTC mobilization is a potential cause of metastatic failure in a proportion of patients, then the results of therapy might be improved by targeting this phenomenon with novel therapeutic approaches.
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